Objective: To explore women's birth experiences to develop an understanding of their perspectives on patient safety during hospital-based birth.
C alls to make the patient the center of patient safety have been in place since the early days of the patient safety movement. For example, Vincent and Coulter argued in 2002 that the practice of ignoring the expertise and experience of patients was widespread within the safety movement and would prevent the movement's full development. However, despite this and other ongoing calls to incorporate patients' expertise into maintaining safety, overall progress toward this goal has been relatively limited, and the experience of hospitalization can be profoundly disempowering (Mishra et al., 2016) . Although safety interventions are traditionally focused on the prevention of physical harm, psychological harm that stems from the experience of an adverse event (Vincent & Coulter, 2002) or the experience of receiving care (Kuzel et al., 2004; Nilsson, 2014; Vincent & Coulter, 2002) can also occur. Furthermore, a growing body of literature on patient perspectives on safety indicates that patients and families have a broader conceptualization of safety than the prevention of physical harm and that their understandings of safety include an emotional or affective component (Daniels et al., 2012; Lyndon, Jacobson, Fagan, Wisner, & Franck, 2014; Rosenberg et al., 2016; Schwappach & Wernli, 2010) .
The potential for the experience of care to create harm is of special concern during childbirth. Childbirth is a major life transition and has been described as an existential experience (Nilsson, 2014 ). Women's birth experiences can hold particularly affirming or destructive power in their lives that can reverberate for years (Nilsson, 2014; M. Simpson & Catling, 2016) . Physical harm is also not uncommon during birth, and serious maternal morbidity and mortality are of national and international concern. Estimates of the number of women who experience their births as traumatic range from 5% to 48%, and births without adverse physical outcomes may still be perceived as psychologically traumatic (Elmir, Schmied, Wilkes, & Jackson, 2010; M. Simpson & Catling, 2016) . It is important to understand women's perspectives on safety during birth to prevent or mitigate physical and psychological harm. Fear (Hollander et al., 2017) , loss of control (Beck, Gable, Sakala, & Declercq, 2011; Hollander et al., 2017; O'Donovan et al., 2014) , desire for clear communication (Hollander et al., 2017) , participation in decision making (Beck et al., 2011) , and emotional support from health care providers (Beck et al., 2011; Hollander et al., 2017; Nilsson, 2014) are known to be important factors in childbirth experiences. However, the question of how women conceptualize safety during in-hospital birth has not been examined. The purpose of this study was to explore the experiences and understanding of safety during the labor and birth of one group of women.
Methods

Design
This qualitative descriptive study used thematic analysis of interviews conducted individually and in small groups with a purposive sample of women residing in the San Francisco Bay Area who had previously given birth in a variety of settings. The study was approved by the institutional review boards at the University of California, San Francisco and Stanford University.
Participants and Settings
Seventeen women ages 29 to 47 years participated: 3 were interviewed individually as the only respondents to the invitation for that day, and 14 were interviewed in groups of two to four. Two participants did not report demographics. All of the remaining participants completed high school; nine had bachelor's degrees, and five had graduate degrees. Eight participants were employed. Thirteen participants reported their race as White, one as Asian, and three were unknown. Ten participants reported their ethnicity as non-Hispanic/Latino, three declined to state their ethnicity, and four were unknown.
Participants reported a range of birth experiences from "easy" and "straightforward" to those with serious maternal or newborn complications, including potentially life-threatening conditions such as HELLP syndrome (hemolysis, elevated liver enzymes, and low platelets) and extreme prematurity. Participants gave birth at a range of facilities, from community hospitals to academic medical centers. Interviews took place in an academic medical center conference room or at the home of a hospital-affiliated parent advisor.
Procedures
Women were recruited purposively by a hospitalaffiliated parent advisor with the use of flyers posted physically and online. An investigator or research team member conducted the interviews, which lasted 90 minutes and were recorded and professionally transcribed verbatim. All participants gave signed informed consent and received a $25 gift card.
We conducted individual and small group interviews to explore women's perspectives of safety during the time immediately before, during, and immediately after in-hospital birth and aspects of care and the environment that made them feel safe or unsafe during this time. We used a semistructured interview guide that covered the birth experience, the physical environment, clinical interactions, and what safety meant (see Table 1 ). We did not define safety because we were interested in women's perspectives of safety, and we did not want to shape their responses with a priori definitions.
Analysis
We analyzed transcripts thematically using the approach of Braun and Clarke (2006) . We read transcripts closely for surface and underlying meaning, developed codes to represent units of meaning, and developed themes by identifying patterns of meaning within and across transcripts. We used memoing to develop themes and relationships between concepts. Two investigators (J.M. and L.H.) conducted primary coding, reviewed this coding with senior investigators, and resolved discrepancies to consensus. Four investigators (J.M., L.H., J.S., and A.L.) wrote memos for the various themes and verified relationships between themes and data elements. We discussed these memos at regular team meetings and integrated reflection on our relationships to the data, study participants, and analysis throughout memoing and team discussions. We used consensus among all investigators to develop the final structure of relationships between themes and select representative data elements to illustrate themes. Our research team from our interdisciplinary laboratory consisted of two registered nurses with training in advanced qualitative methods (one a graduate student and one a faculty member), a journalist, a women's health product designer, and a neonatologist.
Participants reported a range of birth experiences, from uncomplicated births described as "easy"; to unexpected preterm births; to births with significant maternal, fetal, or newborn complications. We did not find major differences in concerns raised in individual versus small group interviews. Despite the range of different types of birth experiences, we identified four central common themes: Safety Experienced as a Continuum, Environment and Organizational Factors, Interpersonal Interactions, and The Power of Human Connection.
Results
Safety Experienced as a Continuum
When asked about the meaning of safety, most participants focused on the competence of providers as a key aspect of safety. Many defined safety as a birth in which the woman and newborn are "safe," "healthy," or "okay." A few participants explicitly expanded on this perspective to articulate an emotional component of safety during birth and point out that some aspects of safety, particularly communication, may not be captured by clinical measures. Indeed, one suggested that the acts of listening and responding are key aspects of safety during the birth experience: "It's not only that everybody makes it out alive. That's certainly one form of safety. But I think also to feel.in the context of a birth situation, I think to feel nurtured and heard." This suggestion of an affective component to safety during birth beyond physical outcomes was supported by participants' stories across the data set.
Overall, participants described their experiences of safety on a continuum that ranged from feeling safe to feeling unsafe within the context of their individual clinical situations. Feelings of safety along this continuum were affected by the environment and other organizational factors, interpersonal interactions, and actions people took during risk moments of rapid or confusing change (see Figure 1 ). These factors came into play on a background of each woman's specific expectations about birth, including need for privacy and control, perception of risk, degree of family presence and support, and reaction to the clinical situation.
Environment and Organizational Factors
Participants noted that "well-equipped" facilities, adequate space for clinicians to work, and proximity to emergency equipment or the operating room contributed to their feelings of safety. Additional factors that we characterized as organizational, such as perception that the Participants' understanding of safety extended beyond provider competence and lack of physical injury to include feeling nurtured, heard, and respected as a person.
Women's Perspectives on Safety During Hospital-Based Birth clinical team worked in an organized fashion, sense that providers paid attention or engaged in surveillance, consistency of care, and sufficient privacy contributed to feelings of safety. Many referred to the unfolding of rapidly changing situations as chaotic and felt that they were in the middle of a whirlwind of activity. Participants described team organization and clear roles under these conditions as reassuring:
The team was getting in place in my labor & delivery room, and then they were like, "C section" and they just all . my husband says he's never seen organized chaos so methodical. Like it was just boom, boom, boom, boom.
On the other hand, the number of people involved and the sights and sounds of emergency mobilization were often experienced as frightening, especially if no one explained the situation to the participant:
When they push that button, everyone runs. So there were probably 15 people in the room . no one was really explaining. Participants who experienced pregnancy complications noted that lack of privacy in the form of shared rooms and lack of attention to modesty when clinicians were focused on completing tasks were barriers to feeling safe. Such situations left them feeling vulnerable and exposed:
You really do not want to be with someone else when you're going through this experience..
[When] you don't know the fate of your baby . you don't want to be sharing that with anyone, you really don't. From an emotional or physical standpoint, it's like the worst thing you've ever experienced and then you're sharing it with a stranger. Lyndon, A., Malana, J., Hedli, L. C., Sherman, J., and Lee, H. C.
Participants also reported that some of the facility aspects they desired for feeling safe could conversely contribute to their feeling unsafe. For example, routine clinical noises such as fetal monitor sounds during labor or NICU monitor sounds after birth were sometimes experienced as frightening and stressful: "I was very focused on that heartbeat sound the whole time so I never got it out of my mind."
Interpersonal Interactions
The quality of the interpersonal interactions with providers often made the difference in whether or not participants felt safe in a given situation. The actions, communications, and comportment of nurses, physicians, and staff contributed to participants' confidence in providers. Provider presence or engagement, competency, and communication style were all viewed as important. Having providers who were present and engaged during their care helped participants feel safe. For example, participants understood that the clinicians who provided their prenatal care might not be available at the time of birth. However, they desired and expected that the person on call would make an effort to engage them, be present, and establish a relationship for the birth:
It's not like I had a long existing relationship with her. But . I will never forget . for her to take the time and hold my hand and acknowledge me as a person and not just a patient delivering a baby, that I was a mom going through this experience and she took the time to comfort me.
When providers did not develop relationships and engage with the participants in a more personal way for the birth, participants were left with feelings of uncertainty and disappointment.
[The physician] was very distracted. There were other deliveries going on at the same time and she was in and out. Like she literally had her coat on when she came in and they were telling me to stop pushing and wait for her.. I understand there's other deliveries going on but it was like okay, this is who I entrusted, you know, with my care and my child's care for this process. So that was a little disappointing as well.
Clear communication delivered in plain, understandable language increased participants' feelings of confidence and safety, as did dialog that balanced realistic expectations with honesty about uncertain outcomes. Having providers who explained what they were doing and engaged participants in the conversations about their care and the care of their newborns allowed the participants to feel more prepared for potential challenges:
In the days leading up to his delivery I had met with a few neonatologists and they basically said there's no guidebook. We can't tell you, we can't give you a phone number of a parent in this situation to call, say. There's no point because every single situation is entirely different.. But I felt prepared for whatever outcome was going to happen. They'd really educated us and made us feel safe.
Open communication helped some participants feel safe in a rapidly changing environment. Those who faced pregnancy complications or premature birth especially appreciated actionable information about what they could do to improve outcomes for their newborns, such as accepting steroids or providing breast milk after birth. This gave them a sense of control even though they understood that the situation was largely beyond their control. They also appreciated understanding developmental milestones. Participants had more difficulty emotionally with processing statistics about morbidity and mortality outcomes, which seemed to shock and scare them. Mothers used language such as "seized up" or "put a guard up" to describe their state after hearing statistics on potential morbidity and mortality:
I felt peppered with these really scary statistics.. [I'm not sure how to prevent that, but] when I started hearing all this information, my body just like really seized up and it was just very scary to hear it in that way.
A neonatologist came in the day I was admitted . and said if you would deliver she would have a 40% chance of survival.. I don't think it was necessary information for me to know, thinking back now. As a mom, I don't think someone Women's Perspectives on Safety During Hospital-Based Birth needs to know that information because you don't have control over that.
The Power of Human Connection
Emotional sensitivity and responsiveness on the part of clinicians had the power to influence feelings of safety. Participants appreciated sensitive communication and small gestures that demonstrated human connection:
I was looking and there's just so many people coming in the room and [the anesthesiologist said], "I don't want you to look at them. I want you to look at me.. I'm going to talk you through all this, and I just want you to focus on me." And so I did feel very safe. Even though I could hear other stuff happening, it was nice to like have that like okay, you're it for me right now. Like this is all I have to focus on right now. So that was when I felt the safest.
When human connection was lacking or communication was inappropriate, a dynamic was created in which participants felt uncertain, disrespected, and potentially unsafe. Examples of inappropriate communication were reported from all types of staff and providers within the health care system, from paramedics and receptionists to nurses and physicians. In a few extreme cases, participants were directly disrespected by clinicians. For example, one was told the reason the provider was having difficulty placing an epidural was "you're so fat." Other demonstrations of lack of connection and respect included not answering questions and being otherwise inattentive to the participant as a person during the situation at hand. Absent, negative, or inappropriate communications left participants feeling invalidated during their care experiences, and they repeatedly recalled being talked over by clinicians:
I'm naked and my everything was hanging out and they're talking about strategy for changing the bed . and I'm not even a modest person, but that moment when I felt so horrible, just so bad, to spend so much time [doing that while I'm naked], I'll never forget that.
These talking-over conversations often entailed aspects of the clinicians' personal lives. This was particularly confusing and unsettling when the participant understood the situation to be concerning or risky, yet clinician or staff behavior signaled lack of urgency or lack of respect for the seriousness of the situation. Simply put, participants felt that clinicians sometimes "forget that there's a person on the Experiences of positive and negative interactions with providers left lasting impressions and influenced participants' interpretations of their own and their newborns' safety at birth long after the clinical encounter was over. When moments of human connection were positive, participants felt cared for and attended to, and this enhanced their feelings of safety in a variety of situations. These moments of human connection, of being seen and heard as a person by providers, often consisted of small acts, such as the provision of simple directions, a focal point, or a hand, and often occurred in combination with other environmental cues. One participant was profoundly reassured by a nurse who quietly offered a warm blanket during a frightening moment; another took note of how dimming the lights and purposefully engaging in lighthearted conversations made the situation seem less stressful. Such actions seemed especially powerful when they occurred in the context of rapidly changing clinical circumstances (such as precipitous birth or emergency cesarean) and the actions or communication from other providers were not promoting feelings of safety. In contrast, some participants described feeling exceptionally isolated and afraid when they were exposed to loud monitoring sounds or alarms and bright lights and clinicians who were visibly stressed and unresponsive and did not connect with them as individuals.
Interpersonal interactions with providers influenced participants' interpretations of their own and their newborns' safety at birth long after the clinical encounter was over.
Lyndon, A., Malana, J., Hedli, L. C., Sherman, J., and Lee, H. C.
Discussion
We explored women's experiences and understanding of safety during labor and birth in U.S. hospitals. Our participants reported a wide range of types of births: spontaneous vaginal and emergency cesarean births; "easy" births at term; and births complicated by prematurity, fetal distress, and extremely serious maternal complications. Despite the wide variation in how their births unfolded, we found common themes with regard to how participants thought about safety during birth. Participants' feelings of safety had an affective component and were experienced along a continuum: the environment, the organization of care, interpersonal interactions, and human connection influenced feeling safe or unsafe.
Our findings of an affective or emotional component of safety for women during childbirth are consistent with a growing body of literature on differences between how clinicians and patients think about what it means to keep patients safe when they are receiving medical care. Although the patient safety movement has always been focused on prevention of harm from medical care, with few exceptions the movement has primarily characterized harm as physical injury (Vincent & Coulter, 2002) and has typically conceptualized the patient experience as part of a separate domain of quality defined as patient centeredness (Institute of Medicine, 2001) . Over the past decade, interest in patient and family engagement in safety and quality has increased, but exploration of patient perspectives on safety remains limited. Recently, several investigators have argued, as we do, that from the perspective of the patient, there is no clean divide between matters of safety and experience because safety includes physical and emotional components (Doyle, Lennox, & Bell, 2013; Lyndon et al., 2014; Lyndon, Wisner, Holschuh, Fagan, & Franck, 2017; Rosenberg et al., 2016) . For example, in an early study of patient-reported preventable harm in ambulatory care settings, 23% of reported harms were physical, and 70% were psychological or emotional (Kuzel et al., 2004) . More recently, parents of newborns in NICUs had concerns about their newborns' developmental and emotional safety in addition to their physical safety from medical harm (Lyndon et al., 2014) , and parents of children in intensive care believed that the provision of comfort and assurance was an important aspect of safety for their newborns and themselves (Lyndon et al., 2014) or for their children and themselves (Rosenberg et al., 2016) .
The idea that feelings of being cared for, supported, nurtured, and heard by clinicians; having trust and confidence in clinicians; and not feeling alone contribute to women's experience of safety during birth may seem obvious to many in the birth community who have long endeavored to provide an emotionally nurturing space for birth through supportive and respectful interpersonal interactions and attention to environmental cues (Elmir et al., 2010; Harris & Ayers, 2012; Stenglin & Foureur, 2013) . It is clear from these and other stories, however, that women in the United States and around the globe do not universally feel respected, included in decisions, or emotionally safe during birth (Declercq, Sakala, Corry, Applebaum, & Herrlich, 2013a , 2013b Elmir et al., 2010; Harris & Ayers, 2012; Miller & Lalonde, 2015) . Furthermore, we argue that although the relevance of patients' feelings of safety in terms of reducing medical error during birth and other types of care may be hard to measure, the potential for harm is great when patients' emotional responses to their health care experience are not addressed in routine care.
The limited but growing evidence suggests that from the point of view of a patient, physical and emotional safety are inextricably embedded in the patient experience, and patients' experiences of safety exist on a continuum and may be influenced by a variety of factors all at once. Lack of attention to the emotional aspects of patient safety may partially explain the challenges encountered to date in designing effective interventions to increase patient and family engagement in safety (Berger, Flickinger, Pfoh, Martinez, & Dy, 2014; Mishra et al., 2016) . Attention to the affective aspects of care and the prevention of emotional harm as patient safety issues may be especially important in the birth arena, given the extended power of women's birth experiences to shape their health outcomes and those of their families over time.
Limitations
Our study has limitations, including a small, relatively homogeneous sample. Although the birth experiences and educational and employment backgrounds of our participants varied, participants were English speaking, predominantly White, and drawn from a limited geographic area. 
Clinical Implications
We found that confidence in providers, continuity of care, the environment, interpersonal interactions, and human connection are contributory to women's emotional safety during birth. Thus, organizations and providers of birth care should address each of these areas to increase women's emotional safety during birth and potentially prevent psychological harm. Our findings make a strong case for assessing communication (verbal and nonverbal) between clinicians and with patients and for encouraging clinicians and administrators to attend to making physical and process design changes in the environment to facilitate privacy, decrease strong visual and auditory stimuli, and encourage human connection. The greatest need for human connection and emotional support from clinicians may occur during what we characterized as risk moments: times of rapid change that may also place greater demands on clinicians and limit their capacity for interaction. Registered nurses are well positioned to provide emotional support and human connection in North American birth settings because they provide most direct, hands-on care during labor and birth. However, registered nurses also report that emotional support is a key aspect of care that is likely to be omitted when resources are restricted, such as when there is a greater census or when staffing is inadequate (Lyndon, Simpson, & Spetz, 2017 ; K. R. Simpson & Lyndon, 2017) .
Potential solutions to the tension between the need for emotional support and clinician workload could include improved registered nurse staffing; delegation of an explicit emotional support role within response teams; better acceptance, integration, and support of the full range of designated supportive partners during labor and birth; and stronger integration of shared decision-making practices in maternity care. Conducting debriefing sessions with women about their birth experiences, with specific attention to assessment of their concerns about how events unfolded, and providing postpartum support groups may create opportunities for healing communication and to identify needs for continued support after birth.
